warfarin is obtained, an overlap of 2-3 days being recommended. Thereafter, anticoagulant therapy is continued for an arbitrary period of three months. There is no proof, however, that conventional anticoagulant therapy is adequate in this role.
There is no doubt that streptokinase is an important and effective drug in the therapy of venous thromboembolism. Some aspects of its use, such as the risk of rethrombosis, require clarification. It is essential that further work be carried out in elucidating this and other problems. It seems particularly useful in seriously ill patients with recurrent thromboembolism, where venous surgery may be precluded and is often, when undertaken so late, unavailing. In such a situation it has the advantage of simultaneously dealing with the source of embolism and the pulmonary arterial obstruction. Its further role in venous thromboembolism and to what extent it may replace venous thrombectomy remain to be determined. The Post-phlebitic Syndrome
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The post-phlebitic syndrome of the leg, first clearly defined by Homans of Boston, is a steadily progressive pathological state of the tissues of the leg, due to disorganization of the valvular mechanism of the calf pump.
The whole of the venous return of the leg in the erect position depends on the integrity of the valves in the perforating veins, and in the deep veins of the calf. When thrombosis occurs, lysis of the clot and recanalization start very soon and are evident within a week or ten days. Within two months or so, large channels have appeared. Within six months a quite remarkable degree of patency of the whole venous system has been achieved. This recanalization may be of the multiple channel type or single channel type, and is so complete in the veins below the inguinal ligament as to leave no significant venous obstruction.
However, the valve system is destroyed. The loss of the valves in the deep veins of the calf and in the popliteal and femoral veins is not so serious as the loss of the valves in the main perforating veins. It is the loss of these valves which allows reflux and build-up of venous hypertension in the venules and capillaries of the ankle, concentrated particularly in the tissues in the immediate neighbourhood of the main ankle-perforating veinls.
This process of long-continued abnormal venous hypertension in the ankle capillaries leads to the well-known clinical effects which are steadily progressive over the years. These are, -of course, venular dilatation (especially ankle flare), aedema, pigmentation, induration, and finally ulceration and infection.
For many years it has been recognized that some of the most severe and difficult postthrombotic syndromes to manage are those which follow a white leg or iliofemoral thrombosis. Recent work on the etiology of iliofemoral thrombosis has now made it clear why this difficulty arises. Thrombosis in the iliac veins behaves differently from that in the femoral veins below the inguinal ligament in that recanalization is extremely poor and leaves an obstructed vein. The reason for this failure of recanalization in these big veins has only recently been understood and is basically due to the pressure of arteries upon them in certain situations.
Most of these cases of iliofemoral thrombosis, which occur in the younger age group (20) (21) (22) (23) (24) (25) (26) (27) (28) (29) (30) , are due to the iliac compression lesion at the upper end of the left common iliac vein where the right common iliac artery crosses it. At this point a compression band in the vein is found, which is probably the starting point of the thrombosis. From the point of view of the post-phlebitic sequelh in these cases the important thing is that owing to the compression band the iliac veins never recanalize completely, and the patient is left with a permanent main vein obstruction at the outlet of the limb., The only way of overcoming this is by the development of a collateral venous circulation.
In some of these patients with iliac vein obstruction the collateral system is adequate, in others inadequate. These patients, therefore, may suffer a much more generalized severe form of poft-phlebitic syndrome including swelling of the whole limb, chronic generalized venous hypertension and venular dilatation, muscular edema and hypertrophy, with the symptom of venous claudicatioon in addition to the ankle ulceration, which is itself much more severe in these cases.
We must therefore recognize two distinct types of post-thrombotic syndrome, and this is. particularly important from the point of view of treatment:
(1) Peripheral deep vein valve destruction, including destruction of the valves of the perforating veins. This is the result of thrombosis confined to veins below the inguinal ligament.
(2) Patients who in addition to this peripheral valve destruction have an obstruction to the main venous outlet of the limb due to stenosis and poor recanalization of the iliac veins following iliofemoral venous thrombosis. These patients with both peripheral valve destruction, and central venous obstruction are the most severe cases and are the most difficult to treat.
A rather rare third variety also exists, where there has been iliac thrombosis confined to the iliac veins. In these patients there is no peripheral valve destruction (and the calf pump mechanism is intact) and they are left with iliac vein obstruction only; if this is bypassed by an adequate coll4teral, their symptoms are slight and prognosis good.
Management and Treatment
The basic aim of management and treatment apart from improving the general comfort of the limb is to prevent the appearance of ulceration. Once ulceration has become established, the situation may get rapidly out of hand and the condition become a major disability, beginning to interfere with the patient's life. Physiologically speaking, the basis of management is to control and prevent the abnormal venous hyperesion in the leg which occurs predominantly in the subcutaneous tissues of the leg and ankle. This hypertension can be controlled by posture, adequate elastic external pressure, or surgery. Each of these methods has its part to play. In planning treatment it is vitally important to know if we are dealing with Type 1 (belowligament valve destruction only) or Type 2.
Type 1 (without central vein obstruction) reacts well to early -surgery of incompetent superficial veins and perforating veins. Ideally, radical surgey should be carried out as soon as the first signs of venous dilatation at the ankle, and skin irritation or slight discoloration, appear between four and five years after the organiting thrombosis. The results of early radical surgery in this group are so good that many patients may not have to wear any elastic support.
Type 2 cases (peripheral valve destruction and iliac obstruction), however, need all the investigation, skill and patience in management that is possible.
Peripheral surgery of large incompetent superficial veins and perforating veins should still be done early. But in these cases the effect of these operations is simply to relieve excessive local areas of venous hypertension in the limb; they do not relieve the general ambulatory venous hypertension which is due to central venous obstruction. In such limbs, therefore, even after apparently successful surgery, strong elastic support should never be relaxed. As time advances, periods of complete rest with the leg in elevation may become necessary.
Where the central venous obstruction is particularly severe, and the collateral system inadequate, consideration of alleviating this by surgical means may be considered, especially in the 30-50-year olds. Various means of decompressing these obstructed iliac veins and of bypassing them by vein grafts have been described. However, these operations are not often indicated (Cockett 1967) , and their results are unpredictable, so the problem of relieving these main vein obstructions has by no means been satisfactorily solved yet.
Thus, the key-note of treatment of this more severe type of post-phlebitic syndrome is still early radical surgery of any peripheral incompetent veins and perforating veins, combined with unremitting adequate elastic support.
Finally, it may be pointed out that all the main lymphatic drainage of the leg runs up to the caval bifurcation area in two or three large trunks which are closely applied to the external and common iliac veins. There is increasing evidence that quite a large component of the swelling in these iliac vein obstruction syndromes may be due to an associated lymphatic obstruction.
